This report presents information about the health insurance coverage of children in Iowa using data derived from the 2005 Iowa Child and Family Household Health Survey (IHHS). Results for uninsured children were compared to those for publicly (Medicaid and hawk-i) and privately insured children.
Executive Summary
This report presents information about the health insurance coverage of children in Iowa using data derived from the 2005 Iowa Child and Family Household Health Survey (IHHS). Results for uninsured children were compared to those for publicly (Medicaid and hawk-i) and privately insured children.
• 3% were uninsured (down from 6% in 2000)
-decrease due to growth in Medicaid and hawk-i -2/3 of uninsured children were eligible for Medicaid and hawk-i (80% in 2000)
Another 4% were uninsured at some point in the past year.
For parents, 11% were uninsured (same as 2000).
Children without medical insurance were more likely to:
• be Hispanic/Latino
• have less educated parents
• have a lower global health status (parents rate health excellent to poor)
• have unmet need for medical and dental care (stopped from getting care)
• have parents who worried a lot about paying for their children's care
• have uninsured parents
• be dentally uninsured Uninsured children were less likely to:
• have access to care including having a regular source of medical and dental care and having had a preventive visit in the past year
• have a special health care need (35% with public insurance)
Children with public insurance rated their insurance higher than those with private insurance.
Introduction
This report presents the results of an analysis of the health insurance coverage of children in Iowa from birth to 18 years of age. The data were derived from the Iowa Child and Family Household Health Survey (IHHS) which was conducted in the fall of 2005 and spring of 2006. Results from this study were compared to results collected in the 2000 IHHS. In this report, we present the level and types of health insurance coverage of children in Iowa and compare a number of factors such as demographic characteristics and access to care across three groups of children: 1) those with private insurance, 2) those with public insurance (Medicaid and hawk-i, and 3) those who were uninsured, at the time of the survey.
The Iowa Child and Family Household Health Survey
The 2005 The primary goals of the IHHS were to: 1) assess the health and well-being of children and families in Iowa, 2) assess a set of early childhood issues, 3) evaluate the health insurance coverage of children in Iowa and features of the uninsured, and 4) assess the health and well-being of racial and ethnic minority children in Iowa.
Questions were asked from a wide range of topic areas encompassing health, overall well-being, and family environment. The 2005 survey included a special emphasis on early childhood issues. Topic areas from the 2005 survey included:
• Demographics of Iowa families with children The intent of the study was to provide information for policymakers and health planners about the status of families with children in Iowa from a social health perspective.
METHODOLOGY
The 2005 IHHS was a population-based telephone interview conducted with a sample of over 3,600 families with children in Iowa. The interview included approximately 125 questions, depending on the number of questions relevant to the family being interviewed. The survey instrument was developed by the research team after evaluating many existing survey instruments such as the National Survey of American Families (NSAF) and the National Health Interview Survey (NHIS). 1,2 The screening instrument developed by the Child and Adolescent Health Measurement Initiative (CAHMI) was used to identify children with special health care needs (CSHCN).
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The University of Northern Iowa (UNI) Center for Social and Behavioral Research conducted the data collection for the survey, following review by the UNI Human Subjects Review Board. Interviews were completed with the parents of 3,674 children throughout the state of Iowa. Phone numbers dialed included a combination of random digit dial (22%) and targeted phone numbers (78%) obtained from a private vendor. Targeted lists came from a variety of resources including white pages and other lists (e.g., voter registration, magazine subscriptions, warranty cards, census data). Screening questions were asked to determine if the number was connected to a private residence, and if so, if there was at least one child living in the household. The survey questions were answered by the 'adult most knowledgeable about the health and well-being' of one randomly chosen child in the household, and the questions were asked about that child.
The dispositions of calls made to complete the interviews were as shown in Table 1 . Respondents were primarily mothers (77%) and fathers (18%). The other 5% of respondents included grandmothers (2%), step-parents (2%), and other relatives and guardians (1%). Because 95% of the respondents were either a mother or father, respondents will be referred to as 'parents' throughout this report. Among the final respondents, 78% were identified from the targeted sample and 22% from randomly dialed numbers.
In order to account for biases related to design and data collection factors, the data used in this report were weighted to provide a representative sample of children in Iowa. Weighting first consisted of accounting for biases related to family size (i.e., the sampling design originally biased the sample toward children in smaller families because the chances of being the child chosen for the survey were much higher. A child in a one-child household was twice as likely to be the 'chosen' child as a child in a two-child household, etc.).
Also factored into the weighting were biases related to having a partially targeted sample as opposed to a totally random sample. Results from the targeted calls were compared with random digit dial data, and both were compared to externally collected data sources. The data were then weighted to match the income and age distribution from the 2000 Census.
Finally, a weight related to the design effect was added for the analysis in order to make statistical testing more conservatively accurate. 
Identification of insurance coverage
Health insurance coverage can be defined in many ways. In this study, coverage was defined at two points in time:
(1) at the time of the interview, and (2) at any point in the previous year. To determine insurance coverage at the time of the interview, participants were asked the following: To determine insurance coverage during the previous year for those currently with insurance (i.e., periods of being uninsured in past year), participants were asked the following:
Question 1: In the past 12 months, has there been any time when [CHILD] has not had any health insurance coverage? (Yes, No, Don't know/refused) For this report, the primary comparisons are between those who, at the time of the survey:
• had private insurance
• had public insurance (Medicaid and hawk-i, Iowa's Separate State Child Health Insurance Program (S-SCHIP))
• were uninsured Separate results for children in Medicaid and hawk-i are only presented where statistically significant differences were found. For parents, public insurance only relates to coverage by the Medicaid program.
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STATEWIDE RESULTS
Below is a summary of the results of the IHHS specifically relating to insurance coverage. For those wishing more detail, tables comparing results for children with private insurance, those with public insurance, and uninsured children are available in the back of this report.
Demographics of children and families in Iowa
Reliable estimates of the number and characteristics of Iowa families and children were difficult to locate for 2005. The primary resource for demographic information is the U.S. Decennial Census, which was last conducted in 2000 and is not scheduled to take place again until 2010. According to the 2000 U.S. Census, there were 729, 971 children under the age of 18 living in Iowa (25% of the population). According to the 2005 Current Population Survey estimates, the population for children under 18 was 670,801. This is a difference of 59,170, which is an 8.1% decrease.
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Further evidence of this decline in children in the state is presented in Table 2 , which includes data from the Iowa Department of Education indicating a 4.2% decline in students in grades K-12 between the 1999-2000 school year and the 2005-2006 school year. It is interesting to note that the number of births in Iowa have increased during this time period. report based on Current Population Survey data also found that 3% of Iowa children were uninsured in 2005-2006. 6 In this study, another 4% of Iowa children were found to be uninsured at some point in the previous 12 months, an improvement from 6% in 2000. Iowa's rate was significantly lower than the national average for children (11%) and third lowest among all states.
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The proportion of uninsured children (about 3% of all children in Iowa) varied by income in 2005: About two-thirds of the uninsured were in families with incomes under 200% of the Federal Poverty Level (FPL) and would therefore be eligible for either Medicaid (36% <133% FPL) or the State Child Health Insurance Program-SCHIP (29% from 134-200% FPL) ( Figure 1 ). This leaves 1% of children in the state (35% of the uninsured) without eligibilty for insurance through existing public programs.Therefore, 99% of children in Iowa could be covered with health insurance by enrolling children already eligible for Medicaid and hawk-i into these programs. Actual program eligibility is more complex so this is considered a rough estimate. Even though the majority of uninsured children were from lower income families, the proportion of all uninsured children that were from higher income families increased from 21% in 2000 to 35% in 2005 as a result of more uninsured children being enrolled in Medicaid and hawk-i and more with private insurance losing their coverage.
The majority of Iowa children (73%) had their primary health insurance coverage through private insurance. This was a decline from 84% in 2000 as the proportion of employer-based insurance for children declined and those with public insurance increased. Among those with insurance, 92% Additional questions were asked about the two public insurance program options for children in Iowa: Medicaid and hawk-i. Ninety-four percent of all respondents had heard of the Medicaid program, and one in five children in Iowa (20%) not currently enrolled in Medicaid had been in the program at some point in their lives, including 63% of the uninsured and one out of six children with private insurance (17%). Conversely, 22% of all children covered by Medicaid had been uninsured at some point during the past year. Almost one-third (29%) of uninsured children had applied for the Medicaid program since the last time the child had health insurance coverage, but three-quarters of these children were not eligible because their household incomes were too high. For the uninsured children whose families did not apply to Medicaid, the most frequent reason they did not apply was because they thought they would have incomes too high to qualify. Regarding the hawk-i program, about three-quarters of respondents were aware of the program, and 6% of children not currently in the program had been enrolled in hawk-i at some point in their lives. A slightly higher proportion of uninsured children had applied for hawk-i than Medicaid since the last time their child had health insurance (32%).
Parents' insurance coverage
Eleven percent of Iowa's children had a parent who was uninsured at the time of the call (it was primarily mothers who completed the interview)-no change from 2000. As might be expected, there was a relationship between the insurance coverage of children and their parents. Eighty-three percent of children had parents with the same insurance, down slightly from 2000 (88%). Thirty-four percent of uninsured children had parents with insurance coverage. Also, the parents of one-third of children with public insurance were uninsured. Of children with private insurance, 3% had parents who were uninsured.
Rating children's insurance coverage
Public insurance coverage through the Medicaid and hawk-i programs was rated higher than private health insurance for Iowa children (Figure 2 ). This was consistent with results from 2000. Public insurance coverage was rated as excellent for 55% of children compared to 29% of those with private insurance. About one in ten rated both types of insurance as fair or poor.
One out of six children with private insurance had been in the Medicaid program

Factors associated with type of insurance coverage
Several types of issues were evaluated relative to whether the child had private health insurance, public health insurance through Medicaid/hawk-i or was uninsured. These included demographic characteristics of the child and family, the child's health status, access to health care and their school and family environment.
Demographic characteristics by insurance status
The rate of uninsured children was relatively consistent by age with no significant difference in the age distribution of children with public or private insurance. There was a statistically significant difference in the rate of uninsurance by race/ethnicity, however, with Latino children being more than twice as likely to be uninsured as other children in the state (7.5% vs. 3%). Black children were the most likely to be enrolled in public insurance programs (55%). Children covered by public insurance were the lowest income group of the three, with 63% in families with incomes <133% of FPL. A significantly higher proportion of uninsured children were in families with incomes <133% FPL (39%) compared to those with private insurance (9%).
The parents of children with private insurance had a significantly higher Public insurance was rated much higher by parents than private insurance level of education, with 40% having a four-year college degree or more compared to 13% of the parents of uninsured children and 12% of the parents of children with public coverage. The parents of 12% of uninsured children did not have a high school degree.
Marital status was found to be related to insurance coverage. Almost nine out of ten children with private insurance were in families where the parents were married or in a marriage-like relationship, compared to about three-quarters of uninsured children and those with public insurance.
Children's health status
Children with private insurance had the highest overall health status as rated by their parents. Sixty-four percent of privately insured children were reported to be in excellent health compared to 50% of those covered by public insurance and 47% of the uninsured. This was a significant change from 2000, when uninsured children were most likely to be rated in excellent health (71%), although uninsured children were also least likely to have a special care need (13%). Publicly insured children were most likely to have a special health care need (35%) and children with private insurance were in between these two groups (18%).
Access to medical care
Six different dimensions of access to medical care were evaluated in this study: (1) having a regular source of medical care, (2) need and unmet need for medical care, (3) timely receipt of acute care, (4) emergency room visits in the past year, (5) receipt of preventive care and (6) prescription medications. In general, uninsured children were reported to have lower access to medical care than children covered by either public or private health insurance.
Regular source of medical care
Parents were asked if they had one person they considered their child's regular doctor or nurse to gauge whether the child had a regular source of medical care. Uninsured children were much less likely to have a regular source of medical care than insured children. About three quarters (75%) of uninsured children had a personal doctor or nurse compared to 95% of children covered by public 
Need and unmet need for medical care
Uninsured children had the lowest proportion needing medical care in the previous year but the highest percent with unmet need for medical care (defined as having been stopped from receiving needed medical care in the previous year). (See Figure 3. )
Timely receipt of acute care
To evaluate access to sick care, parents were asked how often their child received care for an illness or injury as soon as they wanted. Uninsured children were significantly less likely to have always received timely acute care compared to those with public or private insurance (Figure 4 ). There is a higher level of unmet need among the uninsured than among those with public or private insurance Access to acute care was lowest for uninsured children
Figure 5. Proportion of ER care that could have been provided in a clinic
Emergency room visits
Uninsured children were as likely to have made an emergency room (ER) visit in the previous year as children with public insurance. This was a change from 2000 when children with public insurance were most likely to have been to an ER. The uninsured also had the highest proportion of ER visits for care that could have been provided in a doctor's office or clinic, although this was high for all children ( Figure 5 ).
Preventive care
Uninsured children were least likely to have had a preventive visit in the previous year ( Figure 6 ) and were most likely not to have had a preventive visit in 2 years or more (18%). In 2000, children with public insurance were the group least likely to have had a preventive visit in the past year.
Figure 6. Preventive health visit in previous year
While the receipt of age-specific anticipatory
Uninsured children were least likely to have an annual preventive visit
guidance (i.e., preventive counseling about things such as watching what your child eats and using a car seat or bike helmet) was low for all groups, the uninsured were least likely to report receiving such counseling (2% vs. 29% for the other two groups).
Impact on the family of being uninsured
Almost two-thirds of uninsured children (62%) had parents who worried "a great deal" about paying for their child's health care compared with 11% of publicly insured children and 5% of privately insured children. This was an increase from about 50% in 2000. Conversely, 68% of privately insured children and 60% of publicly insured children had parents who did not worry "at all" about paying for their child's care, compared to 15% of parents of uninsured children who had no worries.
Dental insurance coverage
There were significantly more children in Iowa without dental insurance than without medical insurance. Twenty percent of Iowa children did not have dental insurance at the time of the interview, an improvement from 25% in 2000. Seventeen percent of children received dental insurance through the Medicaid program, an increase from 10% in 2000. Sixty-one percent received dental coverage through private insurance, a decline from 65% in 2000, while the remaining 3% received dental coverage through the hawki program. For the dental questions, children with public insurance were separated into two groups: children in the hawk-i program and children in the Medicaid program, because hawk-i has a dental insurance program "carved-out" to Delta Dental of Iowa or Wellmark, whereas Medicaid operates its own dental insurance program.
Uninsured children and those in Medicaid were less likely to report needing dental care in the previous year (Figure 7 ). Among children reported to need dental care, most needed a check-up or cleaning (75%). Over one in five needed treatment such as a filling and 3% needed emergency care. Unmet need for dental care was highest among the dentally uninsured, a change from 2000 when children in Medicaid were most likely to have unmet dental needs ( Figure 7 ). Unmet need for dental care was more frequent than unmet need for medical care among all groups. Those with private and hawk-i dental insurance were most likely to have a regular source of dental care (95% had one main place), compared to about 85% of those who were uninsured or enrolled in Medicaid. Similarly, children with private or hawk-i dental coverage were more likely to have had a dental visit in the past year (85% vs. 69% for the uninsured or Medicaid enrollees). There was no significant difference in how parents rated their child's oral health (excellent to poor scale) by insurance coverage.
Conclusions
The primary finding of this study was that the rate of uninsured children in Iowa improved from 6% to 3% between 2000 and 2005. Most of this improvement was related to an increase in the number of children enrolled in Iowa's public insurance programs, Medicaid and hawk-i, rather than an increase in the number with private insurance. Although the rate of uninsured children in Iowa is lower than in most states, there were roughly 30,000 to 80,000 Iowa children who were either uninsured or were at significant risk of being uninsured. This does not include the unidentified number of children who were underinsured in the event of a catastrophic health event.
Public insurance programs (i.e., Medicaid and hawk-i) are thus playing an important role in providing transitional and potentially long-term insurance coverage for children in the state. Almost two-thirds of uninsured children had been covered by Medicaid at some point in their lives, an increase from 2000. In addition, one in six children with private insurance had been enrolled in Medicaid at some point in the past. About two-thirds of uninsured children were 15 eligible for either Medicaid or hawk-i, a decline from 80% in 2000. While the reasons these children remain uninsured vary, the importance to parents of having insurance for their children was clear. The parents of almost nine out of ten uninsured children said it was very important to them that their children had health insurance coverage.
There was also a strong relationship between the health insurance coverage of children with private insurance and their parents. Almost 9 out of 10 privately insured children had parents with the same insurance coverage. This was not true for children with public insurance, where only 4 out of 10 children had parents with public insurance. This is likely due to the higher income eligibility guidelines for parents than for children. Thinking about how children and families seek services, providing insurance coverage to families, rather than to individual children or adults, would greatly improve both overall insurance coverage and utilization of services. Studies have indicated that children with uninsured parents are much less likely to utilize services than children with parents who have insurance.
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The greater likelihood of children being insured in families where the parents were married may be in part due to the additional chance of receiving employer-based health insurance coverage through two adults rather than one in a household.
Higher satisfaction ratings by Medicaid enrollees compared to those with private health insurance, a finding consistent with our previous studies, could be related to several factors. First, Medicaid insurance coverage, including paperwork and copayments, may be less complex to deal with, from the insured's perspective, than some private insurance plans. Second, Medicaid offers a comprehensive benefit package based on what is needed to keep a child healthy compared to an employer-based plan in which covered services are based on what an employer can afford. Third, there are no out-of-pocket expenses for Medicaid-covered services for children. And fourth, health care coverage expectations for Medicaid enrollees could be lower than people with private insurance. These results were similar to findings from a study conducted with Iowa Medicaid enrollees where Medicaid coverage for children was rated higher than private insurance on factors including ability to meet their child's health care needs, and types of services covered. The association between insurance coverage and the child's health status were mixed in this study and varies somewhat with findings in 2000 and in some national studies. 9 Uninsured children in Iowa were rated as being in slightly lower overall health in 2005 than in 2000. They were, however, less likely to be defined as having a special health care need than those with private insurance or with Medicaid coverage in both studies. Uninsured children in 2005 were as likely as those with public and private insurance to have needed health care in the previous year (they were least likely in 2000). Access barriers associated with not having health insurance were apparent, however, with uninsured children being significantly more likely to report unmet need for medical care. Moreover, almost two-thirds of uninsured children had parents who worried a great deal about paying for their children's health care.
Oral health is often considered separately from medical health and thus dental insurance is often provided separately from medical insurance. Children were almost seven times more likely to be without dental insurance than medical insurance, although there was an improvement from 25% to 20% dentally uninsured, likely related to the greater proportion of children in Medicaid and hawk-i. The Medicaid and hawk-i programs include comprehensive medical and dental benefits for children. This time Medicaid's comprehensive list of covered services did correlate with better access to dental care, with unmet need twice as low as for uninsured children.
Policy recommendations
1) Continue to expand outreach and simplify enrollment for Medicaid and hawk-i -would cover 99% of children in Iowa with no new programs.
2) Develop options for covering families, not just children to improve access to care.
3) Increase coverage for mental health and dental services, two areas with significant unmet need for care. 
